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MEDICAL HISTORY DOCUMENTATION SYSTEM AND METHOD 



A portion of the disclosure of this patent document contains 
material which is subject to copyright protection. The copyright 
owner has no objection to the reproduction by anyone of the 
patent disclosure, as' it appears in the Patent and Trademark 
Office Patent files or records, but otherwise reserves all 
copyright rights whatsoever. 



1. Field of the Invention. 

This invention relates to a documentation system and method, 
and more particularly to a medical history documentation system 
having a recording apparatus which is used, in the preferred 
embodiment, by a writer to record in encoded indicia verbal 
information communicated by a healthcare person to the writer 
during a physical examination of a patient. The verbal 
information conveys a-t least one of the patient's current medical 
condition, the patient's physical condition, the patient's 
diagnosis and the patient's treatment plan. The medical history 
documentation system can be either a manual system, a 
computerized system or a combination of a manual system and 
computerized system. The method includes a step of comparing 
the recorded data with the encoded indicia recorded by the writer 
on the recording apparatus to insure accuracy and validity of the 
relevant information. The method also includes a step of 
verification wherein the results of the comparing step are 



BACKGROUND OF THE INVENTION 



-2- 




253 022996 5483 413416/010 

verified upon completion to insure that proper comparison 
decisions have been made. This provides a validation step for 
quality assurance, legal and medical purposes. 
2 . Description of the Prior Art . 

Historically, healthcare professionals, such as doctors, 
nurses and other medical personnel, personally record medical 
information for a patient using personal handwritten notes or on 
forms. Such patient information is developed during discussions 
with and the physical examination of a patient. The forms and/or 
patient reports generated from the forms and notes are typically 
stored in patient's history file. 

In medical offices and clinics, a patient is typically 
required to complete a questionnaire which discloses personal 
information about a patient, including background medical 
information and pre-e;xisting medical conditions. The 
questionnaire may also establish a patient's current medical 
condition. A patient/ s history file is opened and contains the 
completed questionnaire along with other documents . 

As part of the physical examination, the healthcare person 
makes a determination as to the medical condition of a patient 
and this is generally" referred to as the Patient Diagnosis. 
Also, the healthcare person makes a determination as to how a 
diagnosed medical condition is to be treated medically and this 
is generally referred to as a Patient Treatment Plan. 
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When a patient is physically examined by a healthcare 
professional, the results of the physical examination are 
typically recorded personally by the physician or healthcare 
professional entering the information manually onto a form which 
is then placed in the patient's history file. Also, it is common 
practice for the healthcare person to make hand notes during the 
patient's physical examination. The hand notes are later used by 
the healthcare person for personally dictating a patient's 
report. The dictation is then transcribed, reviewed and signed 
by the healthcare person who conducted the patient's physical 
examination. 

The practice of dictating and transcribing is widely used to 
record information in the medical field. Healthcare 
professionals have been increasingly burdened by the need to 
document every encounter with patients. Physicians must record 
information about each patient's office visit, diagnosis, 
suggested treatment and prescription given. In addition to 
recording patient's information, physicians must fill out forms 
for submission to insurance companies and provide information to 
regulatory agencies. Physicians spend a significant portion of 
their work day gathering and dictating the needed information for 
each record or form. - Further, a physician must maintain a staff 
to transcribe the information into reports and fill out required 
forms . 
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There are severa-1 medical history documentation systems 
known in the art which are intended to more efficiently and 
effectively gather and/or document medical information for a 
patient . 

United States Patent 4,428,733 discloses an information 
gathering system used for obtaining medical information from a 
patient . The system has one or more question sheets bearing a 
set of questions, usually medical questions written in the 
language of the patient. A separate answer sheet is provided, 
upon which the patient provides answers to the questions. The 
answer sheet has information concerning each possible answer. 
The information on the answer sheet may be in a different 
language than the language of the question sheet. A mechanism is 
preferably provided for positioning and holding the answer sheet 
in a predetermined position relative to the question sheets to 
enable the patient to" see the information on the answer sheet as 
well as the questions. 

United States Patent 4,221,404 discloses a medical history 
record filing system which includes a plurality of attachment 
sheets for holding medical test records and a plurality of 
medical record sheets. 

Each medical record set includes a plurality of separable 
portions and at least_ one of the plurality of separable portions 
is adapted to be attached to one of the attachment sheets. The 
record sets and the attachment sheets are color coded to indicate 
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the type of medical test that is to be performed and recorded. 
The separable portion,, of the medical records is adapted to be 
attached to a medical record attachment sheet and has provisions 
for locating the separable portion in a chronological order on 
the medical record attachment sheet . Each medical record set has 
provisions for the physician to personally indicate or record the 
type of tests desired that are to be conducted, the urgency of 
the request and other pertinent information. In addition, each 
medical record set has provisions for the laboratory or a person 
who is analyzing the test results to record test data. 
Provisions related to the test desired are separated vertically 
from the provisions related to the test results. The separable 
portions of the medical record sets are so designed that when a 
series of them are attached to the attachment sheet only the test 
results and related information are normally visible on the 
medical record attachment sheet . One or more medical record 
attachment sheets and* the associated portions of the medical 
record set can be located in one file folder. 

United States Patent 3,913,118 discloses a process and 
apparatus for accurately recording medical and personal 
information obtained from a medical patient or a prescription 
customer. The purpose of the process and apparatus is for 
expediting accounting and bookkeeping procedures related to the 
medical treatment or prescription services furnished the patient 
or customer. A transparent matrix has pre-printed thereon in 
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permanent ink portion of a form for recording information to be 
submitted for payment to a medical program for professional 
services rendered to the patient or member of the program. The 
matrix also includes a means forming a pocket thereon for 
receiving and holding an identification card or other information 
bearing form, such as a prescription order or the like. The 
pocket holds the form- in position relative to the pre -printed 
material on the matrix such that the identification information 
appears through the transparent matrix at a prescribed location 
relative to the remainder of the form. The so assembled matrix 
having the form in the pocket is then copied on a copying machine 
producing a reproduction of the matrix and form as a document 
containing patient's specific information for use in accounting 
and bookkeeping purposes. 

United States Patent 4,991,091 discloses a self-contained 
apparatus used personally by a physician during patient 
examination. The apparatus is battery operated and can be 
reprogrammed to alter, or modify examination information or 
produce a permanent record of examination results. The apparatus 
includes a penboard which includes microprocessor based 
controller with internal memory having prestored thereon sets of 
specific examination "indicia which are displayed by liquid 
crystal displays ("LCDs") . The patient's name is displayed on an 
LCD. Associated with the specific examination indicia are one or 
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more light emitting diodes ("LEDs") and corresponding bar codes 
which represent permanently pre-printed indicia representations. 

General information diagnosis categories are identified by 
suitable words such as "Vital Signs" . Also, LEDs and bar codes 
are provided for general examination and treatment categories 
such as, for example, "Chemistry Profile". The bar codes are 
used with a light pen for optically identifying the corresponding 
category and the LED adjacent to each category indicia are 
illuminated for indicating the category selected by the 
physician . 

The controller includes suitable memory for storing patient 
examination information, for controlled programming of the 
operating panel and for down loading data to a central computer. 
Input to the microcontroller is also provided by a light pen that 
is manipulated by the physician for scanning one or more bar code 
panels . 

The concept is based on the examining physician personally 
using the penboard, light pen and microprocessor during the 
examination procedure to record medical information. 

United States Patent 5,267,155 describes a document 
generation system which automates the documentation process in 
the medical field. The system provides a computer based 
documentation system -incorporating a retrievable database with a 
menu driver and graphic window environment. The documentation 
system utilizes previously defined document templates or "boiler- 
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plates" to manage Patient Reports and includes user interface for 
use in selecting phrases to be inserted in the template. 

The system contemplates that the physician personally 
conducts a patient examination and either generates personal 
notes which the physician can use later for dictation or the 
physician personally fills out a checklist. 

In this manner, the physician reports of the patient 
examination can vary for each patient. The input for the report 
is prepared directly by the physician and can contain any number 
of variable responses . Each variable response may include 
different options, such as options on a menu of a computer. The 
physician can then personally modify and customize the report 
document throughout by inserting words into the generated 
document with the use of an integrated word processor. 

When the physician personally completes a checklist, another 
individual can generate the desired document from information 
checked off by the physician on the checklist . 



The medical documentation system and method described herein 
is a new, novel and unique invention. In the preferred 
embodiment, the invention is used as a medical history 
documentation system. The method of using the system represents 
a significant change in concept and enables a patient's medical 
documentation to be accurately and efficiently prepared. 



SUMMARY OF THE INVENTION 
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In the preferred embodiment, the medical documentation 
system includes a medical history documentation system comprising 
a recording member having a plurality of discrete recording 
sections formed thereon. Each of the discrete recording sections 
are programmed to record information relating to at least one of 
a designated patient's current medical condition, a physical 
examination, a diagnosis and a treatment plan. An input member 
is used by a second person for recording medical information 
which is communicated, e.g., verbally, by sign language or other 
communication technique, by a first person to the second person 
during a physical examination of the designated patient by the 
first person. The information being entered on the recording 
member is in the form of predetermined encoded indicia in at 
least one discrete recording section of the recording member. 
The system includes a transcriber for providing a plurality of 
report section templates. The plurality of report sections 
include: (i) a first report section template corresponding to a 
discrete recording sefction for the patient's current medical 
condition; (ii) a second report section template corresponding to 
a discrete recording section for the patient's physical 
examination; (iii) a third report section template corresponding 
to a discrete recording section for the patient's diagnosis; and 
(iv) a fourth report section template corresponding to a discrete 
recording section for the patient's treatment plan. Each of the 
report section templates comprise a plurality of optional text 
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variable segments each of which are assigned to a selected one of 
the predetermined encoded indicia. The transcriber is operative 
to decode each one of the predetermined encoded indicia recorded 
on the recording member into the optional text variable segment 
assigned thereto for each applicable discrete recording section. 
An imaging device, responsive to the transcriber, prepares a 
patient's report specific to the designated patient. The patient 
report comprises a combination of selected optional text variable 
segments for a designated patient's at least one of medical 
condition, physical examination, diagnosis and treatment plan. 
In a computerized system the transcriber may include a computer 
which includes programming for the decoding of the encoded 
indicia into the optional text variable segments corresponding to 
each one of the predetermined encoded indicia. 

A method for documenting verified patient's medical 
information for a patient's history file using the medical 
documentation system is also new, novel and unique. The method 
comprising the steps of: (i) conducting by a first person a 
physical examination of a patient in accordance with an 
examination procedure wherein the first person during the 
physical examination of the patient communicates the patient's 
medical information to be documented; (ii) recording by a second 
person with a recording device in a predetermined format the 
patient's medical information communicated by the first person 
during the physical examination of the patient; (iii) processing 




253 022996 5483 413416/010 

the patient's medical information recorded by the recording 
device to produce in a programmable format a patient report 
containing the patient's medical information; and (iv) comparing 
the patient's medical information on the patient report with the 
patient's medical information recorded by the recording device to 
verify the accuracy of the patient's medical information on the 
patient report. 

There are several important and significant problems with 
the known prior art documentation systems and methods. As 
discussed above, one of the most important limitations of each of 
the above systems and methods for documenting patient information 
is that the physician typically dictates a report on each patient 
encounter. The dictated report, subsequently, must be typed by a 
transcriber. The process is time consuming and repetitive, 
causing reports to be incomplete. As a result, potential legal 
and insurance problems as well as reduced quality of patient care 
can occur. 

When a physician or other healthcare person uses traditional 
manual methods of record keeping, patient data is not readily 
available for fast ahd easy review. A patient's medical record 
cannot be easily combined with other reports or other patient 
data for analysis and reporting. 

Third party medical providers and insurance companies as 
well as governmental entities are undergoing significant changes 
in order to contain and/or reduce the cost of medical treatment 
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while constantly improving the delivery and quality of medical 
services . 

As a result of these changes the present apparatus, systems 
and methods for documenting medical information tend to set a 
limit on the number of patients that a healthcare professional 
can service- This limit is directly related to the time and 
effort required by the healthcare professional for documenting a 
patient's current medical condition, the results of a physical 
examination, a diagnosis and a treatment plan. 

Typically, a doctor spends a substantial portion of time 
each day, sometimes up to 50% of time during the day, in 
reviewing patient's notes, dictating patient reports and 
reviewing the final transcribed patient reports before the same 
are filed in the patient's history file. Typically, a doctor 
examines in the order of 20 to 25 patients per day using the 
currently available systems. 

As pressure is placed on organizations such as hospitals, 
health maintenance organizations ("HMOs"), clinics and medical 
facilities to process and service a higher number or volume of 
patients per day, the quality of both delivered services and 
patient documentation, tends to be sacrificed. 

If the healthcare professional uses personal notes and/or 
forms, such as a checklist, then the person conducting the 
examination personally takes time to dictate the patient's 
report. The dictation must be typed. The healthcare 
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professional must personally take time to review, edit and 
finalize the report. For quality control purposes, the 
healthcare professional is also responsible for personally taking 
time to verify the accuracy of the dictation and transcription by 
comparing the patient reports to the personal notes and/or a 
checklist form. 

Therefore, it is clear that one problem that has developed 
is the amount of time a healthcare professional needs to 
personally devote to preparing documentation. The time required 
has become significant, and takes away from time that could 
otherwise be expended,, providing patient services. If the 
healthcare professional is required or demanded by an HMO, clinic 
or medical facility to treat a larger volume of patients, 
compliance with such demands includes an attended increase in the 
patient documentation" requirements . As a result, it is apparent 
that the healthcare professional cannot continue using the 
presently known medical documentation systems and methods in 
order to meet such demands. The healthcare professional is 
placed in the position where, on one hand, more patients must be 
processed per day while, on the other hand, the healthcare 
professional is obligated to promptly provide accurate and 
complete patient documentation to meet legal, insurance and third 
party medical service providers' requirements. 

The known processes of medical documentation systems and 
methods are based on the healthcare professional, for example a 
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physician, surgeon, nurse or other healthcare professional 
performing both the examination of the patients and, concurrently 
during the examination, making personal notes, personally filling 
out forms or using a more sophisticated approaches such as the 
documentation systems described in United States Patents 
4,991,091 and 5,267,155. Documentation systems disclosed and 
taught by United States Patents 4,428,733, 4,221,404 and 
3,913,118 are used primarily for accounting and record keeping 
purposes and are not suited for recording the patient information 
relating to current medical conditions, physical examination 
results, a diagnosis or treatment plan. ^ 

In response to the above mentioned problem and needs, the 
present invention was developed. 

The Medical Docujnentat ion System and Method of the present 
invention can be used in HMOs, clinics or medical facilities for 
the purpose of efficiently recording medical data of a patient 
during a diagnostic examination by a healthcare professional and 
promptly producing a "final patient report documenting current 
medical conditions, the results of a physical examination, a 
diagnosis, treatment plan and/or charges. 

The medical documentation system and method of the present 
invention unshackles the healthcare professional from the burden 
of the current patient medical documentation system limitations 
while enabling the healthcare professional to examine up to 
double the number of patients compared to the present systems . 
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Concurrently, by a high quality medical history documentation 
system and accurate p.atient medical reports and files are 
maintained . 

One advantage of the present invention is that the medical 
documentation system and method can be used in an HMO, clinic and 
medical facility environment wherein each healthcare professional 
assigned the responsibility of treating in the order of about 4 0 
or more patients a day can do so while maintaining the integrity 
of the patient's history file. 

Another advantage of the present invention is that the 
medical history documentation system can be used with a second 
person functioning as a writer or recorder and chaperone who is 
present during the physical examination and/or patient treatment 
performed by a first person who is the healthcare professional. 
The writer records on a recording device, in precoded indicia, 
patient information. During the patient's examination or 
treatment session, the healthcare professional verbally 
communicates, sometimes in key words, to the writer the results 
of the patient's examination, a diagnosis and treatment plan. 
All of this is accomplished without the healthcare professional 
having to make personal notes, filling out forms or otherwise 
taking time to write down information. 

Another advantage of the present invention is that the 
medical history documentation system can be a manual system, that 
is, the writer can use a preprinted form to record the encoded 
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indicia representing the patient's information. The writer can 
decode the encoded indicia and dictate and/or transcribe the 
patient report . 

Another advantage of the present invention is that the 
medical documentation system can be a manual system which is used 
as an input into a computer. The writer can use a preprinted 
form to record the encoded indicia representing the patient's 
information. The preprinted form can then be scanned into a 
computer system which translates or decodes the encoded indicia. 
The encoded indicia is assigned an optional text variable 
segment. When the computer decodes the encoded indicia, the 
assigned optional text variable segments are stored in memory in 
a retrievable format . 

Another advantage of the present invention is that the 
medical history documentation system can be a combination manual 
system and computer system. The writer can use a preprinted form 
to record the encoded indicia representing the patient's 
information. The preprinted form can then be scanned into a 
processor which includes a computer system which translates the 
encoded indicia. The computer can be programmed to have a 
plurality of report section templates including a first report 
section template corresponding to a recording section for the 
patient's current medical condition, a second report section 
template corresponding to a recording section for the patient's 
physical examination,, a third report section template 
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corresponding to a recording section for the patient's diagnosis 
and a fourth report section template corresponding to a recording 
section for the patient's treatment plan. Each of the report 
section templates comprises optional text variable segments each 
of which are assigned to a selected one of the predetermined 
encoded indicia. The processor is operative to decode each one 
of the predetermined encoded indicia into its assigned optional 
text variable segment in each applicable discrete recording 
section and storing the same in a retrievable format . 

Another advantage of the present invention is that the 
medical history documentation system can be a completely 
computerized system. The writer can use a computer input device, 
such as a preprogrammed input device having the forms stored 
therein which are analogous to preprinted form, and an electronic 
input device to mark or program the input device with encoded 
indicia to record the patient's information. The encoded indicia 
entered into input device is then down loaded into a processor 
which includes a computer system which translates the encoded 
indicia. The computer can be programmed to have a plurality of 
report section templates including a first report section 
template corresponding to a recording section for the patient's 
current medical condition, a second report section template 
corresponding to a recording section for the patient's physical 
examination, a third report section template corresponding to a 
recording section for the patient's diagnosis and a fourth report 
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section template corresponding to a recording section for the 
patient's treatment plan. Each of the report section templates 
comprises optional text variable segments each of which are 
assigned to a selected one of the predetermined encoded indicia. 
The processor is operative to decode each one of the 
predetermined encoded indicia into its assigned optional text 
variable segment in esach applicable discrete recording section 
and storing the same in a retrievable format . 

Another advantage of the present invention is that the 
medical documentation system includes, as a part thereof, a 
combination of an apparatus for recording information using 
encoded indicia representing the patient's information and input 
device which is operative with the apparatus. The input device 
is used by a second person functioning as a writer or recorder 
who is present during the physical examination and/or patient 
treatment performed by a first person who is the healthcare 
professional . The writer utilizes the input device to record 
patient information in the apparatus in predetermined encoded 
indicia. During the patient's examination or treatment session, 
the healthcare professional verbally communicates, sometimes in 
key words, to the writer the results of the patient's 
examination, a diagnosis and treatment plan. 

Another advantage of this invention is that the computer 
used in the system may include a comparator for comparing the 
optional text variable segment to the encoded indicia recorded on 
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the computer input device. In addition, the computer can be 
programmed to verify the results of the comparison for accuracy 
and validity. All of these steps provide a quality assurance 
control to insure accuracy and validity of the patient report. 

Another advantage of the present invention is that a method 
for documenting information, preferably medical . information, 
using the documentation system results in a new, novel and unique 
method which can be used as documentation. 

Another advantage of the present invention is that a method 
for documenting verified patient medical information for a 
patient's history file is provided. The method includes the 
steps of conducting by a first person a physical examination of a 
patient; recording by a second person with a recording device in 
a predetermined format the patient medical information 
communicated by the first person during the physical examination 
of the patient; processing the patient medical information 
recorded by the recording device to produce in a programmable 
format a patient report containing the patient medical 
information; and comparing the patient medical information on the 
patient report with the patient's medical information recorded by 
the recording device to verify the accuracy of the patient's 
medical information on the patient report. 

Another advantage of the present invention is that the 
method for documenting verified patient medical information for a 
patient's history file is provided. The method can further 
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include the step of determining if the results of the comparison 
show that the accuracy of the patient's medical information is 
verified or unverified . The step of comparing further comprises 
the step of determining if the comparison step shows that the 
accuracy of the patient medical information is unverified, and if 
so, correcting the patient medical information to make the same 
verified . 



These and other advantages of the invention will be readily 
apparent when considered in light of the detailed description 
hereinafter of the preferred embodiment and of the drawings which 
include the following figures : 

Fig. 1 is a schematic diagram of the stages of the medical 
documentation system of the present invention as used in a 
typical medical facility comprising a pre -examination stage, an 
examination stage, a post examination stage and final report and 
filing stage; 

Fig. 2 is a block diagram of a computerized documentation 
system practicing the teachings of the documentation system of 
the present invention; 

Fig. 3 is a software flow chart showing the programming of a 
computer system illustrated in Fig. 2 for a medical documentation 
system; 



BRIEF DESCRIPTION OF THE DRAWINGS: 
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Fig. 4 is a software flow chart showing the programming of a 
computer system illustrated in Fig. 2 for a medical history 
documentation system including quality control programming steps; 

Fig. 5 is a pictorial diagram of a basic computer apparatus 
having an input device, a recording device, a transcriber and an 
imaging device for performing the medical history documentation 
of patient's information; 

Fig. 6 is a pictorial diagram illustrating the information 
flow from the recording device into a processor comprising a 
computer/operating system which includes various data files, 
various computer programs, text look-up tables and storage for 
optional text segment's representing the information of the 
documentation of a patient's medical history; 

Fig. 7 is a pictorial representation of a preprinted form 
used by a second person or writer for recording in predetermined 
encoded indicia a patient's current medical information and the 
results of a physical examination conducted by a first person, 
usually a healthcare professional, and communicated verbally to 
the second person; 

Fig. 8 is a pictorial representation of a preprinted form 
used by a second person or writer for recording in predetermined 
encoded indicia additional information of a patient's current 
medical information determined during a physical examination, a 
diagnosis and a treatment plan communicated verbally to the 
second person by the first person; 
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Fig. 9 is a pictorial representation of a preprinted form 
used by a second person or writer for recording in predetermined 
encoded indicia additional information of a patient's current 
medical information and an assessment of a patient made during 
the physical examination communicated verbally to the second 
person by the first person ; 

Fig. 10 is a pictorial representation of a preprinted form 
for recording patient's history for a new patient or established 
patient with a new history, the results of which are used as an 
input by a second person or writer for recording in predetermined 
encoded indicia additional information of a patient's current 
medical information; 

Figs. 11 through 18 are pictorial representation of a series 
of preprinted forms which include at least one discrete reporting 
section for recording information relating to an orthopedic and 
gynecological examination of a designated patient and which is 
used by a second person or writer for recording in predetermined 
encoded indicia patient information of a patient's current 
medical information and an assessment communicated verbally to 
the second person by the first person during the physical 
examination; 

Figs. 19 and 20 are pictorial representations of a two page 
final patient report generated by a processor which decoded each 
of the predetermined encoded indicia into its assigned optional 
text variable segments in each applicable discrete recording 
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section and which has been printed out in a final report by an 
imaging device ; 

Fig. 21 is a pictorial representation of another embodiment 
of a single page final patient report generated by a processor 
which decoded each of the predetermined encoded indicia into its 
assigned optional text variable segments in each applicable 
discrete recording section and which has been printed out in a 
final report by an imaging device; 

Figs. 22 and 23 are pictorial representations of a series of 
preprinted forms which include at least one discrete reporting 
section for recording the information relating to a gynecology 
examination of the designated patient and which is used by a 
second person or writer for recording in predetermined encoded 
indicia patient information of a patient's current medical 
information and an assessment communicated verbally to the second 
person by the first person during the physical examination; 

Fig. 24 is a pictorial representation of a preprinted form 
which includes at least one discrete reporting section for 
recording information relating to an ophthalmologic examination 
of a designated patient and which is used by a second person or 
writer for recording in predetermined encoded indicia patient 
information of a patient's current medical information and an 
assessment communicated verbally to the second person by the 
first person during the physical examination; 
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Figs. 25 through 36 are pictorial representations of a 
series of preprinted forms which include at least one discrete 
reporting section for recording the information relating to a 
general examination including an urological examination for a 
workmen's compensation of a designated patient and which is used 
by a second person or writer for recording in predetermined 
encoded indicia patient information of a patient's current 
medical information and an assessment communicated verbally to 
the second person by the first person during the physical 
examination to produce a worker's compensation history; and 

Fig. 3 7 is a picjtori-al representation of a recording member 
in the form of a computer input device having a plurality of 
discrete recording sections formed thereon, each of said discrete 
recording sections being programmed to record information 
relating to at least "one of a designated patient's current 
medical condition, a physical examination, a diagnosis and 
treatment plan and an input member used by the second person for 
recording medical information verbally communicated by the first 
person to the second person during a physical examination of the 
designated patient . 



documentation system, a description of the basic concepts of the 
medical history documentation system will first be presented. 
The method described below has several inherent opportunities 



DESCRIPTION OF THE PREFERRED EMBODIMENT 



Before commencing with a description of the medical history 
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during each step for insuring accuracy and validity of the 



recorded patient data . 



TYPICAL USE OF MEDICAL HISTORY 



DO C UMENTAT I ON S Y S TEM AN D M ETHOD 



In an overview, the medical documentation system and method 
used in a medical facility such as an HMO, clinic or other 
medical clinical environment is based on the following concept 
and procedures : 

1 . A Current Patient History form is completed prior to 
the examination by the patient or by a staff person talking with 
the patient. This includes identifying the reason for the visit 
and other patient medical problems and/or complaints. This helps 
to identify the important medical data to be recorded during the 
patient examination. The original patient file is then combined 
with the current Patient History File and the healthcare 
professional reviews the same prior to beginning the examination. 

2 . Thereafter, the patient is given a physical examination 
by an appropriate healthcare professional . During the 
examination, there are typically three (3) persons present who 
are: (i) the designated patient; (ii) the healthcare professional 
conducting the physical examination who is typically the highly 
compensated individual; and (iii) a writer who is a trained staff 
writer or recorder who is typically at a lower level of 
compensation. The healthcare professional, sometimes referred to 
herein as the first person, conducts the physical examination of 
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a patient in accordance with an examination procedure. The first 
person during the performance of the physical examination of the 
patient communicates, preferably verbally, by the writer, 
sometimes referred to herein as the second person, the patient 
medical information to be documented by the writer. 

3 . During the examination, if the healthcare professional 
forgets or inadvertently omits a part of the pre-established 
examination or fails to obtain the required medical data, the 
writer can immediately bring this to the attention of the 
healthcare professional and the omitted data is immediately 
obtained to avoid the necessity for a re -examination . 

4 . The writer uses a preprinted form which is specially 
designed to capture the data in a prescribed encoded indicia 
format. This reduces the possibility of error. A computer 
terminal may be used instead of a preprinted form. 

5 . A transcriber or processor uses the preprinted form or 
input from the computer, if a computer terminal is used for 
processing the patient's medical information, to produce in a 
programmable format a patient report containing the patient's 
medical information. 

6. The processor or transcriber compares the patient's 
medical information on the patient report with the patient's 
medical information recorded by the recording device in the 
predetermined encoded indicia to verify the accuracy of the 
patient's medical information on the patient report. 
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7. In a manual system, the writer may dictate a patient's 

\ 

Final Report Form using the data from the preprinted form which 
is then translated into predetermined optional text variable 
segments to generate the final patient report. 

8 . In a computer system or a combination manual and 
computer system, the computer system could "read" the preprinted 
form or process the data entered via a computer terminal . The 
input data is compared, either by an operator or by a 
verification program, to insure accuracy of the data. 

9 . The method for documenting verified patient medical 
information during a medical examination to produce a final 
report for filing in a patient history file is generally 
accomplished as follows: 

(a) The healthcare professional conducts a physical 
examination of a patient in accordance with an examination 
procedure and the healthcare professional verbalizes, during the 
physical examination, the patient's medical information to be 
documented using prearranged key words, statement and remarks; 

(b) A writer, who accompanies the healthcare 
professional, records in a predetermined format with a recording 
device (e.g., a preprinted form or computer terminal) the 
patient's medical information verbalized by the healthcare 
professional during the physical examination of a patient; 

(c) The patient's medical information recorded by the 
recording device is used by a computer operator or a computer 
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program to produce a patient Final Report Form containing the 
patient's medical information in a programmable format; 

(d) A comparison is made of the patient's medical 
information on the patient Report Form with the patient 
information recorded by the recording device to verify the 
integrity of the patient's medical information on the patient 
report form compared to the patient medical information recorded 
in the recording device; and 

(e) The healthcare professional who conducted the 
physical examination reviews and signs the verified patient's 
Final Report Form before it is entered into a patient 1 s history 
file. 

10 . The healthcare person reviews and signs the 
Patient Report Form eiither immediately after examining the 
patient or a few hours after examining the patient. If an error 
is present on the medical report, the healthcare professional 

would have a high probability of detecting the error because the 

/ 

patient examination is very fresh in the mind of the healthcare 
professional . 

11. When an existing patient history file is matched up 
with the current Patient History Form, a staff member reviews the 
file for accuracy and to verify that all of the documents and 
records in that patient's history file are correct and complete. 

12 . The Medical Documentation System can be programmed to 
automatically output patient reports in a form for filing in the 
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patient file or in a letter form when necessary, e.g., Worker's 
Compensation reports, letters to Attorneys or other parties. 



Members of a healthcare professional staff can be trained to 
properly complete the" preprinted forms, to function as a writer, 
to transcribe as a computer operator, to function as a staff 
interviewer and be trained for other related functions. With 
training and experience, the efficiency of each person performing 
a specific function is increased and the accuracy and validity of 
the system is likewise increased. With the appropriate quality 
assurance review, an efficient, accurate and verified Medical 
Documentation System and Method exists which meets the ever- 
increasing demands of the medical profession. 



Other ancillary benefits may result, such as for example, 
the addition of healthcare reimbursement codes to the system. 
The Medical Documentation System and Method can help automatic 
billing procedures due to its preprogrammed format features while 
reducing errors. 



Fig. 1 shows in a schematic diagram the stages of the 
medical documentation system of the present invention. In Fig. 
1, a pre -examination stage utilizes a Patient History File 30. 
The Patient History File 30 may be a new file established for a 
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new patient and may include a patient questionnaire. If the 
patient is other than" a new patient, the Patient History File 3 0 
would include all prior documentation. Also, documentation in 
the form of a Patient Current Information Form 32, which may be a 
New Patient History form or, if the patient is an established 
patient; an Established Patient With a New Injury form is 
obtained or completed by the staff and patient. The Patient 
History Form 3 0 and the Patient Current Information Form 3 2 are 
combined and reviewed by the healthcare professional as part of 
the pre -examination stage shown generally by Box 34. 

The following stage is referred to as the Examination Stage 
and is so identified in Fig. 1. 

In the Examination Stage, the participants are the patient, 
writer and healthcare professional who is to conduct the 
examination, diagnosis and treatment plan. The step of the 
Patient Examination By Healthcare Professional is designated by 
36 . 

The healthcare professional conducts a physical examination 
of a patient in accordance with an examination procedure. During 
the physical examination, the healthcare professional 
communicates to the writer, preferably by an oral report and 
verbalization, the patient's medical information to be documented 
using prearranged key words, statements and remarks. 

The writer, who .accompanies the healthcare professional, 
records in a predetermined format with a recording device, for 
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example the writer Records On a Preprinted Form 3 8 (or on a 
computer input apparatus), the patient's medical information 
verbalized by the healthcare professional during the physical 
examination of a patient. 

The use of a writer has an additional advantage. If the 
healthcare professional forgets or inadvertently omits a part of 
the pre-established examination or fails to obtain the required 
medical data during the examination, the writer can immediately 
bring this to the attention of the healthcare professional and 
the omitted data is immediately obtained to avoid the necessity 
for a re -examination . 

This completes the examination phase. 

The next phase is identified as the Post Examination Stage 
and is so identified -in Fig. 1. As is shown by the Box 4 0 
labeled Healthcare Professional to Next Patient, the healthcare 
professional then conducts a physical examination of the next 
patient. A significant and important part of this medical 
history documentation system is that the healthcare professionals 
do not spend any portion of their time making notes, filling out 
forms or the like. Since the healthcare professional is 
typically highly compensated relative to the writer, the 
healthcare professional's time is utilized more efficiently in 
examining patients, performing diagnosis and prescribing a 
patient treatment plan. 
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Typically, a physician in a medical office or clinic can 
service approximately 20 to 25 patients. The reason is that the 
physician is required to personally record patient information, 
record patient data, .make notes or complete preprinted forms. By 
eliminating this task from the physicians, or other healthcare 
professionals, the number of patients that can be serviced can be 
increased substantially and in some instances can be doubled. In 
some medical facilities, healthcare professionals can service in 
the order of 40 to 45 patients per day which is nearly a 100% 
increase . 

The reason that this increase in efficiency of the 
healthcare professional can be obtained is illustrated by the 
next sequence of events illustrated in Fig. 1. In the Post 
Examination Stage, the writer then utilizes the information from 
a preprinted form as an input to a transcriber. In a manual 
system, the writer may dictate the encoded indicia recorded on 
the preprinted form using certain pre-established words and 
phrases. The transcriber prepares a patient final report as 
depicted by Box 42 . The transcriber may utilize a known word 
processing system and have templates of optional variable text 
segments which the transcriber would select or program, 
essentially decoding the key words and phrases to produce a final 
report . 

When the transcriber has prepared the patient final report, 
the transcriber or writer then compares the final report to the 
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encoded indicia recorded on the preprinted form, which is 
depicted by Box 44, to ensure that the final report is accurate. 

The final report is then prepared by an imaging device and 
may be in the form of a patient report to be filed in a patient's 
history file or in the form of a letter to be sent to a third 
party as depicted by Box 46 . 

The final report or letter, as depicted by Box 46, is then 
reviewed and signed by the healthcare professional who performed 
the examination of the patient. If the medical history 
documentation system is a manual system using a transcriber as 
described above, the healthcare professional would review all 
patient reports at the end of the day. 

If the medical history documentation system is a 
computerized system, e.g., a scanner is used to scan the 
preprinted form and scan the predetermined encoded indicia as an 
input to the computer, the healthcare professional can be 
provided a final report or letter for review and sign upon 
completion of the physical examination of the patient as depicted 
by Box 5 0. 

Upon completion £>f the review by the healthcare 
professional, the letter with the final report, as depicted by 
Box 52, is signed and mailed to the party requiring the same. 
The final patient report is placed in the patient's history file 
and this is depicted by Box 54 in the final report and filing 
stage . 
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In Fig. 1, the steps or functions represented by the Boxes 
30, 32, 38, 42, 44, 4 6 and 54 can be performed with a computer 
input device, a computer and/or software. 

Fig. 2 illustrates a block diagram of a processor which is a 
computerized documentation system for practicing the invention 
including the method disclosed herein. In the preferred 
embodiment, the documentation system is utilized for a medical 
history documentation system. However, the basic documentation 
system and method has other applications and can be used in other 
professions having similar documentation requirements. 

The processor includes a central processing unit (CPU) 60 
which has an input /output controller for communicating with a 
wide variety of input and output devices. The CPU 60 is 
operatively connected to a memory 62 which can be in the form of 
a random access memory, a hard disk drive, a floppy disk drive, a 
compact disk drive or the like. A keyboard 64 is used for 
programming and controlling the CPU 6 0 and the input /output 
devices . 

A monitor 68 is operatively connected to the CPU 60 and can 
be used as a display device for producing on the monitor an image 
representing patient information. Also, a printer 70 is 
operatively connected to the CPU 6 0 and can be used to produce 
printed patient reports or letters to third parties as required 
for documenting the patient information. 
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Other input devices such as a scanner 72 and any other 
specialized input device 74, such as for example the specialized 
apparatus illustrated in Fig. 37, may be operatively connected to 
the CPU 60. Also, a modem 78 may be operatively connected to the 
CPU .to transmit and receive data electronically. 

All of the above components are well known in the art and 
are available for use; in a documentation system using the 
teachings of the present invention. Of course, appropriate 
programming and software would be required to program and control 
the CPU 60, memory 62, keyboard 64, monitor 68, printer 70 and 
input/output devices -72, 74 and 78. 

The software flow chart of Fig. 3 shows the basic 
programming chart or diagram for a computer system illustrated in 
Fig. 2 for a medical documentation system. In Fig. 2, the step 
of Begin 82 covers the function of the writer in preparing the 
patient's history using predetermined encoded indicia. The 
encoded indicia is then entered as an input into the computer 
system as illustrated by step 84 . The encoded indicia is then 
compared to the input to verify that the encoded indicia is 
accurate which is shown by step 86. If the input is not 
verified, then the error is noted which is depicted by line 88 
and the encoded indicia or information is corrected to match the 
encoded indicia comprising the input to the computer. 

If step 86 verifies that the encoding step is accurate, then 
the encoded data is combined as shown by line 90 with the encoded 
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indicia representing the patient diagnosis and treatment data 
shown generally as Box 92 . The input encoded data is decoded by 
the computer into optional variable text segments assigned to 
each encoded indicia by report sections as is depicted by step 
94 . The results of the decoding of data in each report section 
is again verified as is shown by step 98. If the decoding is not 
verified, it is corrected as shown by line 100. If the decoding 
is verified, it is then stored shown by line 102 as transcribed 
patient data in a retrievable format as depicted by step 106. 
The stored data can then be generated a printed copy in the form 
of a patient report as depicted by step 110 . Upon generation of 
the final report and -storing the same in memory, the process is 
completed as depicted by end 112 . 

Fig. 4 is a software flow chart showing the programming of a 
computer system illustrated in Fig. 2 for a medical history 
documentation system including a quality control programming. 

In the software flow chart of Fig. 4, the Begin step is 
shown as 120. The current patient's medical history is entered 
as input data and displayed on the computer system as depicted by 
step 122 . The display can be viewed and verified to the 
information set forth on the patient's information form. The 
patient's history file comprising past medical records and 
history can be retrieved and displayed as depicted by step 124 . 
The data can be verified electronically or visually as depicted 
by step 126. If the information is not verified, the reason why 
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is determined as shown by step 128 and the information is 
corrected as shown by- step 13 0 and the corrected input having the 
data is re-entered as an input to the current history causing a 
repeat of step 122 . This cycle is repeated until the data is 
correct . 

Upon the input data being verified, the data is combined 
with the input from the examination results as depicted by step 
132 . The data is decoded and transcribed into data representing 
optional variable text segments representing the data from each 
discrete report section on the input form or device as depicted 
by step 134 . The decoded data and information is again compared 
to the encoded indicia to verify that the decoding is accurate as 
depicted by step 136.. If the verification determines that the 
decoding and comparison is not correct, that is a "not compare" 
determination is made, then a determination is made as to why the 
same is not correct, as depicted by step 13 8, and the data and 
information is corrected as depicted by step 140. Depending on 
the error, the corrected data is then returned as an input to 
step 136 or as an input to step 122. 

After the comparison determines that the data and 
information is accurate, or a "compare" condition exists, the 
data and information is stored in a retrievable memory as a file 
in the patient's history file depicted by step 146. A patient 
report, depicted by step 14 8, is prepared. The patient report is 
reviewed by the healthcare professional as depicted by review 
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150. If the report is not accepted, a "not approved." decision is 
made and a determination is made as to why the final report was 
not accepted as shown by step 152. Depending upon the error, the 
corrected data is then returned as an input to step 134 or as an 
input to step 122 . 

If the final report is approved, an "accepted" decision is 
made and the report i"s delivered to a third party and stored in 
the patient's history file as depicted by steps 158 and 160. 

Fig. 5 is a pictorial diagram of a basic computer apparatus 
having an input device, a recording device, a transcriber and an 
imaging device for performing the medical history documentation 
of patient information. 

In Fig. 5, the medical history documentation system includes 
an input device shown generally as 168 which is operative with a 
recording device or recording member shown generally as 170. The 
recording member 170 has a plurality of discrete recording 
sections 172, 174, 176 and 178 formed thereon recording section 
178 is characterized -as "N" Section. Each of the discrete 
recording sections 172, 174, 176 and 178 are programmed to record 
information relating to at least one of a designated patient's 
current medical condition, a physical examination, a diagnosis 
and a treatment plan. 

The input member 170 is used by the second person for 
recording medical information communicated verbally by hand 
signs or other forms of communicating by the first person to the 
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second person during a physical examination of the designated 
patient. The information is entered on the recording member 170 
using the input device 168 in the form of predetermined encoded 
indicia in at least pne discrete recording section of the 
recording member 170. Usually, but not necessarily, encoded 
indicia is entered into all four discrete sections 172, 174, 176 
and 178. 

A transcriber shown generally as 182 is used for providing a 
plurality of report section templates including a first report 
section template 184 corresponding to a discrete recording 
section for the patient's current medical condition, a second 
report section template 186 corresponding to a discrete recording 
section for the patient's physical examination, a third report 
section template 188 corresponding to a discrete recording 
section for the patient's diagnosis and an "N" Section, such as 
for example, a fourth report section template 190 corresponding 
to a discrete recording section for the patient's treatment plan. 
Each of said report section templates 184, 186, 188 and 190 
comprise a plurality of optional text variable segments depicted 
by 192, each of which are assigned to a selected one of the 
predetermined encoded indicia. An example of a predetermined 
encoded indicia would be the alphanumeric "male- 02". The 
optional variable text segment assigned to this alphanumeric 
could be as follows: 




253 



022996 5483 413416/010 



flu et&wc 



■C OMM O N COMPLAINTS: The patient denies any 



right hip pain. This has improved since his 



last visit . 



The transcriber 182 is operative to decode each one of the 
predetermined encoded indicia recorded on the recording member 
170 into the optional text variable segment assigned thereto for 
each applicable discrete recording section. 

An imaging device shown generally as 198 is responsive to 
the transcriber 182 for preparing a patient's report shown 
generally as 200 specific to the designated patient. The patient 
report 2 00 comprises a combination of selected optional text 
variable segments for a designated patient's at least one of 
medical condition, physical examination, diagnosis and treatment 
plan . 

Fig. 6 is a pictorial diagram illustrating the information 
flow from the recording device 170 into a processor or 
computer/operating system shown generally as 216. The recording 
device 170 contains encoded indicia shown generally^ as 210 
located in discrete recording sections 212 . The processor or 
computer/operating system 216 includes one or more of the 
following: various data files 220, a data base program 224, 
encoded indicia translation programs 228, text look-up tables 
23 2, text processing programs 23 6, e.g.. Word for Windows 6.0, 
additional programs 238, e.g., billing or medical reimbursement 
code data, and text storage files 240. As such, the 
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computer/operating system 216 includes programming for the 
decoding of the optional text variable segments corresponding to 
each one of the predetermined encoded indicia. The text look-up 
tables 23 6 can be used as a comparator for comparing the optional 
text variable segments to the encoded indicia recorded on the 
recording member 170 The second program can be used to enable 
the computer to verify the results of the comparison of the 
optional text variable segments with the encoded indicia recorded 
on the recording member 170 . 

In Fig. 7, the pictorial representation illustrates one 
example of a preprinted form 2 50 used by a second person or 
writer for recording in predetermined encoded indicia a patient's 
current medical information, discrete section 252, and the 
results of a physical examination conducted by a first person, 
usually a healthcare professional, and communicated verbally to 
the second person, are recorded in discrete section 254. 
Discrete section 256 is used for a patient's assessment and 
discrete section 258 is used for a patient's treatment plan. The 
writer would record appropriate predetermined encoded indicia in 
each discrete section based on the results of a physical 
examination conducted- by a first person, usually a healthcare 
professional, and communicated verbally to the second person. 

In Fig. 8, the pictorial representation illustrates another 
embodiment of a preprinted form 266 used by a second person or 
writer for recording in predetermined encoded indicia additional 
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information of a patient's current medical information determined 
during a physical examination, a diagnosis and a treatment plan 
communicated verbally to the second person by the first person. 
In the example of preprinted form 266, the patient treatment plan 
in discrete section 270 is specific for a female. 

Fig. 9 illustrates as a pictorial representation another 
embodiment of a preprinted form 2 74 used by the second person or 
writer for recording in predetermined encoded indicia a patient's 
current medical information, discrete section 276, and the 
results of a physical examination conducted by the first person, 
usually a healthcare professional, and communicated verbally to 
the second person, in discrete section 280 and required office 
procedures in discrete section 282. Discrete section 286 is used 
for a patient's assessment and discrete section 288 is used for a 
patient's treatment plan. The writer would record appropriate 
predetermined encoded indicia in each discrete section based upon 
the results of a physical examination conducted by a first 
person, usually a healthcare professional, and communicated 
verbally to the second person. 

Fig. 10 is a pictorial representation of a preprinted form 
292 which is used for the dual purpose of recording a patient's 
history for a new patient or for an established patient with a 
new injury. The results of the encoded indicia on form 292 are 
used as an input for a patient's current medical information. 
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Figs. 11 through. 18 are pictorial representations of a 
series of detailed preprinted forms 3 00 through 314 comprising 
eight (8) pages for an orthopedic examination. Forms 3 00 through 
314 lend themselves to a computerized system because of the 
detailed level of information required. Apparatus for recording 
data and an input device adapted as an input device to a computer 
system would enable the writer or second person to enter the 
information into the computer system using an input device during 
the examination. 

Figs. 19 and 20 are pictorial representations of a two page 
final patient report in letter form having two (2) pages 
identified as forms 330 and 332. These forms are generated by a 
processor which decoded each of the predetermined encoded indicia 
into its assigned optional text variable segments in each 
applicable discrete recording section and which has been printed 
out in a final report by an imaging device. 

Fig. 21 is a pictorial representation of another embodiment 
of a single page final patient report 338 generated by a 
processor which decoded each of the predetermined encoded indicia 
into its assigned optional text variable segments in each 
applicable discrete recording section and which has been printed 
out in a final report by an imaging device. This form has the 
exemplary optional variable text segment for alphanumeric "male- 
02" which has been decoded or translated into Paragraph 2 which 
states : ^ 
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""COMMON COMPLAINTS: The patient denies any 



right hip pain. 



This has improved since his 



last visit . 



Figs. 22 and 23 are pictorial representations of a series of 
two (2) preprinted forms 342 and 344 which include at least one 
discrete reporting seiction for recording the information relating 
to a gynecology examination of the designated patient and which 
is used by the second person or writer for recording in 
predetermined encoded indicia patient information of a patient's 
current medical information and an assessment communicated 
verbally to the second person by the first person during the 
physical examination. 

Fig. 24 is a pictorial representation of a preprinted form 
350 which includes at least one discrete reporting section 3 52 
for recording information relating to an ophthalmologic 
examination of a designated patient and which is used by the 
second person or writer for recording in predetermined encoded 
indicia patient information of a patient's current medical 
information and an assessment communicated verbally to the second 
person by the first person during the physical examination. 

Figs. 25 through 36 are pictorial representations of a 
series of preprinted forms 356 through 378 which include at least 
one discrete reporting section for recording the information 
relating to a general examination for a workmen' s compensation of 
a designated patient comprising eight (8) pages for an orthopedic 
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examination. Forms 356 through 378 lend themselves to a 
computerized system because of the detailed level of information. 
Apparatus for recording data and an input device adapted as an 
input device to a computer system would enable the second person 
or writer to enter the information into the computer system using 
an input device during the examination. The forms 3 56 through 
378 include discrete reporting sections for recording patient's 
history information relating to job related activities as well as 
information developed relating to pain and level of disability 
due to injuries. During examination of a designated patient, 
these forms are used by the second person or writer for recording 
in predetermined encoded indicia patient's information of a 
patient's current medical information and an assessment 
communicated verbally to the second person by the first person 
during the physical examination. 

The above format could be adapted for other medical 
specialties and as, f.pr example, urology, thoraoscopy, 
dermatology and the like. Such specialties would require a 
specific format for the recording member or recording device. 

Fig. 3 7 is a pictorial representation of an input device to 
a computer in the form of a recording member or recording device 
400 having a plurality of discrete recording sections 402, 404, 
406 and 408 formed thereon. The recording device 400 is used in 
cooperation with an electrically operatively connected input 
device such as a light pen 412. In Fig. 37, the light pen 412 is 



-46- 




253 " 022996 5483 413416/010 

electrically connected to the recording device 400 by lead 416. 
The recording device 4 00 is, in turn, electrically connected to a 
computer through conductor 42 0. The recording device 4 00 can be 
a simple input device to a computer and each entry is 
communicated or down loaded to the computer for storage and 
processing . 

In the alternative, the recording device could contain its 
own microprocessor, memory and related input/output devices and 
be used to collect data and down load the same to a computer upon 
completion of the physical examination. 

Also, the image depicted in Fig. 37 could be a page 
displayed on a monitor that is responsive to a light pen 412 . 
The writer would use the light pen 412 to select the appropriate 
encoded indicia from a menu on the screen of the monitor. The 
computer would respond to the light pen 412 to store the encoded 
indicia and then process the same as described herein. 

The computer also can include a means for verifying the 
comparison of the optional text variable segments with the 
encoded indicia. In a medical documentation system, with the 
comparison and verification steps, the quality assurance aspects 
of the system are at a high level for professional and legal 
liability reasons. 

The preferred embodiment for the documentation system is as 
medical history documentation system. However, it is envisioned 
that the basic concepts could be used in other fields such a law, 
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engineering and other professions and businesses where client or 
customer interviews and or examinations are conducted or required 
as part of a service process. The system and methods can be 
adapted for specific uses, e.g., in an operating room theater 
where a writer can record information communicated by a surgeon 
during a surgical procedure. The present trend is to provide 
medical services at the lowest possible level and costs . 
Procedures once performed in hospitals are now performed in 
surgical or out-patient clinics or facilities. With the constant 
demand for these facilities to reduce costs, it is reasonable to 
expect that certain procedures will be transferred to an office 
setting as authorized or mandated office procedures. As a 
result, office management will be required to have each 
healthcare professional service more patients to reduce costs and 
to manage healthcare expenses. Under certain HMO plans, a 
medical facility is provided a fixed, annual captivation fee per 
patient and the facility is obligated to provide all normal 
patient services with a fixed cost structure. As a result, it is 
becoming imperative that the higher paid healthcare professionals 
spend substantially all of their time in providing patient 
services and no time in preparing patient histories, reports and 
the like . 

It is envisioned that writers could be trained and certified 
as medical writers in a formal training program to be efficient 
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and have sufficient medical knowledge to effectively function 
with healthcare professionals . 

The medical history documentation system and method 
disclosed herein is a major breakthrough enabling medical 
facilities to provide- high quality services, to provide such 
services to the highest number of patients per healthcare 
professional as possible while maintaining a verified and 
validated reporting and patient history system. 

In addition, the medical history documentation system can be 
customized to make the same more personal. For example, if a 
physician has a desired format for letters and reports or certain 
phrases and paragraphs that are important to that physician, the 
templates having the optional variable text segments can be 
tailored to or assigned specific encoded indicia such that the 
patient history file and/or letters contain the desired format 
and text that has beeji customized to the physician's 
requirements . 

With the improvements in computer programming and the 
introduction of user friendly computer systems, the entire 
medical examination procedure can be automated using second 
person or a recorder without requiring the hea'lthcare 
professional to personally perform the entry of patient data and 
information into the computer system which is the limitation of 
most medical systems including voice activated systems. 
253 5483SPEC 



